Conversations in Long Term Care
Changes in Food Intake and Nutrition in the Older Adult
Health Care Professional Resource

The focus of care when a person is first admitted to a long term care facility typically is to optimize
nutrition. As malnutrition has been associated strongly with negative consequences including
impaired immune response, impaired muscle and respiratory function, delayed wound healing, and
overall reduced functioning promoting adequate nutrition is of benefit. Communication of the
presence of malnutrition needs to be done with care, and may not be directly communicated at all,
due to the meaning associated with the term “malnutrition”. Rates of malnutrition are high in long
term care (40 to 60%).

It often is challenging for people to consume enough food to meet needs due to:
e the physiological changes that occur during the lifespan,
e the impact that medical conditions and symptoms have on food consumption

Physiological Changes:
The aging process brings with it a physiological decrease in appetite and a subsequent reduction in
food intake which may result in unintentional weight loss. Unintentional weight loss is associated
with increased morbidity and mortality. The cause of this reduced intake and weight loss may
include:

e Adecline in smell and taste with increasing age

e Animpairment in the relaxation of gastric distention and a related early satiety

e Aslowing of gastric emptying which may prolong the satiety effect of the meal

e Release of cytokines (signaling cells) during aging, which contribute to anorexia and muscle

loss.

Impact of medical conditions on food consumption:

Specific diet restrictions may be recommended because of medical conditions such as neurological
diseases resulting in dysphagia or organ failure such as renal disease. The need for diet restriction
needs to be balanced against the risk of malnutrition. There is evidence that careful liberalization of
the diet helps support intake.

Social and Emotional Meaning of Food:

On admission, a person may have poor nutrition due to difficulties at home in accessing food
(shopping), meal planning and food preparation. Simply as a result of being admitted, intake may
improve with three square meals provided daily in a social setting and individualized nutrition
assessment. During the earlier stages of admission, it is possible that nutritional status will
improve.

It is important to realize that eventually a reduction in intake occurs due to irreversible
physiological changes, and providing nutrition through any means (orally or via tube feeding) will
not result in improvements in status, and may cause discomfort. While this natural process is
thought to be an adaptive process that allows death to occur with less suffering (see End of Life
Toolkit), it is important to realize that poor intake may cause distress to the caregiver due to the
emotional and social meaning of food. Food is used in culturally defined ways, with the meaning of
food far exceeding that of simply providing sustenance:
e Eating and drinking are central symbols within most cultures. Food is included in celebrations
and is thought of as a tangible expression of love and care.



e Food is a social vehicle; it allows people to establish social linkages, such as by sharing food.

e Food practices are among the cultural habits that humans learn first and are the ones they have
the greatest reluctance to change.

While there is a benefit to eating and drinking less as these physiological changes occur, some may

make a natural connection between providing food & nourishment and providing care & being

nurturing. Even though tube feeding has not been shown to improve quality of life in many

situations, tube feeding can provide a sense of hope, and conversely, there may be a sense of giving

up or abandonment when tube feeding isn’t provided. Careful conversation is needed to address

these concerns. (Refer to Adult Enteral Nutrition - Starting a Collaborative Conversation Clinical

Practice Guideline http://www.wrha.mb.ca/extranet/eipt/EIPT-034.php )

Points for Practice:

As a basic tenant of person centered care, respect for the individual, considering unique values and
personal history, must be considered in determining importance of food and fluid during the course
of admission, especially when declining intake occurs. The meaning of food from a cultural
perspective may become even more important during this time. It is important that:

e we take our cues from the person and family to determine what is important to them.

e There is recognition that pressuring a person to eat increases anxiety and stress and can worsen
symptoms, such as nausea and vomiting. Making mealtimes as relaxing and enjoyable as
possible is recommended.

e While, from a logical perspective, it may be understood that food is not important as one
approaches end of life, from an emotional perspective, there may be difficulty accepting this. It
is important to ensure understanding that a peron is not “starving” and that there are other
types of care that can be provided to provide comfort.

e ltisideal to focus on “what one likes” rather than “what is perceived to be nutritionally right”.

e At end of life, the person no longer accepts food or drink due to the shutting down of systems.
The heart, brain, liver and kidneys (to name a few) are less able to perform their functions. The
digestive system also is affected, often to the point where food just cannot be digested. During
this natural process, the person is not starving to death as the body no longer needs the same
amount of energy. Comfort is key; one way of providing comfort is through regular mouth care.
The dietitian can provide a valuable service at this time in informing caregivers of the usual
changes that occur and that food and fluid are not of benefit but may contribute to negative
effects. (See EOL Toolkit, Nutrition and Swallowing Changes at End of Life resource).
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